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The  development  of  a  physician-oriented  data  base 
Background 

The  ability  of  the  Hecdth  Care  Financing  Administration's  (HCFA)  analysts  to  study 
physician  treatment  and  billing  patterns  involving  the  Medicare  population  has  been 
hampered  by  the  fact  that  Medicare  Part  B  data  regularly  available  at  HCFA 
central  office  are  beneficiary-oriented,  not  physician-oriented,  and  thus,  do  not 
permit  study  of  physician-specific  care  patterns.  A  second  limitation,  equally 
restrictive,  is  that  these  regularly  available  data  contain  information  identifying 
the  specific  service  provided.  A  physician-oriented  file,  in  which  procedural  (as 
well  as  other)  information  is  provided,  would  be  of  distinct  value  to  HCFA. 

A  primary  objective  of  this  project  was  assessment  of  the  feasibility  and  cost  of 
developing  a  physician-oriented  data  base  (PODB)  containing  information  not  now 
regularly  available  to  HCFA  central  office. 

A  second  objective  was  to  develop  and  implement  (on  a  pilot  basis  using  a  select 
sample  of  ceirriers)  a  methodology  for  gathering  the  foregoing  information  from 
the  Medicare  carriers.  This  methodology  would  provide,  in  a  central  Medicare 
Part  B  file,  data  that  would  allow  the  production  of  estimates,  for  individual 
physicians  or  classes  of  physicians,  concerning: 

•  The  degree  of  physician  participation  (acceptance  or  non-acceptance  of 
beneficiary  assignment  of  bill  reimbursement). 

•  The  specific  services  (in  procedure  code  detail)  that  HCFA  is  paying  for. 

•  How  much  is  being  paid  to  physicians  who  bill  as  a  member  of  a  group. 

•  What  physician  billing  patterns  exist  for  the  same  procedure  and  in 
procedure- relative  terms. 

•  The  effect  of  billing  professional  component  or  complete  service,  i.e., 
radiology  and  pathology  services. 

o       How  practice  patterns  vary  within  and  among  localities. 

o       Variations  in  practice  patterns  when  intercarrier  comparisons  are  made, 
and  a  host  of  related  matters. 

A  third  objective,  related  to  the  two  primary  objectives,  was  to  develop  an 
understanding  of  the  methods  used  by  carriers  to  assign  provider  numbers  to 
physicians  having  more  than  one  type  of  practice  or  practice  locale  and  how 
physician-specific  data  are  maintained  for  group  practices  with  two  or  more 
physicians. 

Data  sources 

This  project  was  concerned  only  with  bills  for  physician-provided  services  that 
were  considered  for  reimbursement  on  a  fee-for-service  basis  by  carriers  for  fee 
screen  year  1984  (3uly  1,  1983  to  3une  30,  198^*).  The  primary  mode  used  by 
carriers  to  accumulate  and  maintain  processed  and  paid  bills  is  in  what  is  known  as 
the  patient  history  file.  Patient  history  is  maintained  in  health  insurance  claim 


number  order  and  in  date  of  service  sequence  for  calendar  periods  of  at  least  15 
months  extending  from  October  of  one  year  through  December  of  the  next  (to 
coincide  with  the  period  during  which  the  deductible  can  be  met). 

Ail  submitted  bill  data  are  periodically  added  to  the  patient  history  file.  Annually, 
many  carriers  sort  the  patient  history  file  of  bills  into  physician/ supplier  sequence 
and  process  the  data  so  as  to  develop  the  physician's  customary  charges  for  each 
procedure  meeting  the  criteria  established  by  the  carrier  and  create  prevailing  fee 
limits. 

The  development  of  the  the  HCFA  Common  Procedure  Coding  System  (HCPCS)  and 
the  decision  to  encourage  Medicare  carriers  to  adopt  and  use  this  system  provides 
the  means  for  making  comparisons,  across  carriers  and  States,  relating  to  the 
frequency  and  costs  of  physicians'  services.  These  services  are  described  by 
procedure  codes;  however,  until  the  advent  of  HCPCS'  use  by  carriers,  it  was 
extremely  difficult  to  compare  carrier  data,  because  by  the  1980's  each  carrier 
used  a  fairly  unique  procedural  coding  system,  independently  modified  and  updated 
as  the  need  arose.  For  this  reason,  it  was  decided  to  restrict  the  data  collection 
aspects  of  this  study  to  carriers  that  used  HCPCS  during  1983. 

These  criteria  limited  the  number  of  carriers  available  for  inclusion  in  the  project. 
The  carriers  listed  below  met  these  criteria  and  agreed  to  participate  in  the 
project;  each  worked  with  Mandex  to  provide  the  tapes  and  other  information  we 
required. 

•  Blue  Cross  and  Blue  Shield  of  South  Carolina 

•  Blue  Cross  and  Blue  Shield  of  Minnesota 

•  Washington  Physician  Service 

•  Blue  Shield  of  North  Dakota  which  is  also  the  carrier  for  South  Dakota 

The  use  of  the  following  data  tape  files  was  necessary  to  accomplish  the  objective 
of  creating  a  physician-oriented  data  base  for  each  carrier  area:  (1)  master  patient 
history,  (2)  physician  customary  charges,  and  (3)  physician  prevailing  charges  file. 

Three  of  the  four  carriers  provided  tapes  as  requested.  One  carrier  provided  a 
copy  of  the  master  patient  history  file  as  of  3une  198^.  However,  this  carrier  also 
provided  an  estimate  of  the  cost  of  preparing  the  tapes  as  requested.  Total  costs 
for  the  four  physician-oriented  data  base  files  would  have  been  $16,891  for  the  four 
files. 

The  final  list  of  data  elements  for  PODB  defines  the  content  of  the  data  tapes  that 
are  in  the  HCFA  Tape  Management  System  and  the  position  of  each  field  in  the 
tape  record. 

A  significant  segment  of  the  project  involved  the  development  of  methods  for 
selecting  a  sample  of  physicians  with  the  sampling  frame  to  be  based  on  carrier 
assigned  provider  number.  Previous  experience  had  indicated  that  provider 
identification  was  a  complex  and  involved  matter. 

All  sample  carriers  except  South  Carolina  Blue  Shield  use  two  numbers  to  identify 
physicians.  One  is  the  social  security  number  (SSN);  the  other,  the  employer 
identification  number  (EIN).  These  two  Federal  numbers  are  used  to  report  claims 
reimbursement  to  the  U.S.  Treasury  Department.  The  SSN  identifies  individual 
practitioners.  The  EIN  may  identify  a  single  physician  who  has  incorporated  or 
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more  than  one  physician.  However,  no  distinction  can  be  made  so  that  the  EIN 
identifies  as  a  group  ail  physicians  who  are  not  individual  practitioners. 

Carriers  also  assign  a  provider  number  to  each  provider  of  Medicare  Part  B 
services.  Each  of  the  four  carriers  visited  maintained  a  provider  file.  The  provider 
number  is  always  unique  for  each  defined  provider.  These  definitions  vary  from 
carrier  to  carrier.  When  a  provider  has  more  than  one  location,  a  provider  number 
is  assigned  to  each  location  but  only  a  single  SSN  or  EIN  will  be  carried  for  each 
provider. 

Two  of  the  four  carriers  (Blue  Shield  of  North  Dakota  and  Blue  Cross/Blue  Shield  of 
South  Carolina)  participating  in  the  project  can  identify  each  individual  physician. 
A  third,  Washington  Physician  Service,  also  can  identify  each  physician  except 
those  in  a  single  specialty  group  whose  members  all  accept  the  same  fees. 
Minnesota  Blue  Shield  uses  the  provider  number  only  when  the  SSN  or  EIN  is  not 
known.  However,  using  the  specialty  codes  in  conjunction  with  the  SSN  and/or  the 
EIN,  solo  practitioners,  single  specialty  groups  and  multi-specialty  groups  can  be 
identified. 

All  four  of  the  carriers  participating  in  the  project  state  that  there  would  be  no 
cost  differential  of  any  consequence  resulting  from  their  extracting  a  1,  5,  or 
10  percent  sample,  rather  than  the  100  percent  data  provided  to  us. 

Summary 

Specifications  for  the  preparation  of  a  carrier  originated/ physician-oriented  data 
base  have  been  developed  during  the  course  of  this  project  and  the  feasibility  of 
such  data  base  has  been  established.  The  data  elements  included  in  the  data  base 
were  suggested  initially  on  the  basis  of  HCFA  and  other  researchers'  expressed 
interests.  The  final  list  of  data  elements  was  determined  on  the  basis  of  their 
availability  in  the  carrier  maintained  master  patient  history  files.  Thus,  the  only 
provider  information  included  in  the  data  set  are  provider  data  available  on  the 
individual  claims  records  incorporated  into  the  master  patient  history  files. 
Similarly,  the  codes  specified  for  each  data  element  are  either  those  specified  by 
HCFA  for  its  own  use,  and  as  instructions  or  as  guides  to  the  Medicare  Part  B 
carriers,  or  those  in  general  use  by  the  carriers. 

The  project  obtained  from  three  of  the  four  participating  carriers  tapes  created  by 
the  carriers  that  were  in  the  format  specified.  Also,  to  the  maximum  extent 
feasible,  codes  used  by  a  carrier  that  varied  from  the  standard  codes  specified  for 
a  data  element  were  converted  by  the  carrier  to  match  the  standard  codes.  The 
data  obtained  from  the  fourth  carrier  allowed  Mandex  the  opportunity  to  carry  out 
each  of  the  steps  necessary  to  first  match  the  records  in  the  master  patient  history 
file  with  the  customary  and  prevailing  files  in  order  to  insert  customary  and 
prevailing  charge  data,  then  to  convert  each  set  of  codes  as  needed  to  the  standard 
codes,  and  finally  to  create  the  PODB  file  in  standard  format. 

A  major  goal  of  the  project  was  to  develop  methods  for  selecting  a  sample  of 
physicians  so  that  it  would  be  unnecessary  for  HCFA  to  collect  100  percent  of  Part 
B  bill  data.  To  accomplish  this,  the  scope  of  work  specified  that  ".  .  .the  sampling 
frame  must  be  based  on  carrier  assigned  provider  number."  During  the  course  of 
the  project,  it  was  determined  that  for  three  of  the  four  carriers,  a  sampling  frame 
of  individual  physicians  can  be  established.  This  frame  will  allow  stratification  of 
any  size  sample  acccording  to  physician  specialty.  In  the  fourth  of  the 
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participating  carriers,  the  sampling  frame  cannot  be  individual  physicians.  Rather 
it  can  be  (1)  solo  practitioners;  (2)  single  specialty  groups;  and  (3)  multi- specialty 
groups. 

Another  major  goal  of  the  project  stated  in  the  scope  of  work  was  to  obtain 
estimates  of  the  additional  costs  to  the  carriers  of  providing  these  specific  data 
when  timed  to  coincide  with  the  annual  fee  screen  update.  These  costs  must  be 
estimated  for  samples  of  1,  5,  and  10  percent  of  all  practices.  The  cost  of 
obtaining  the  100  percent  data  specified  to  the  carriers  that  provided  the  selected 
data  elements  and  converted  codes  in  the  standard  format  would  have  been 
$16,891,  had  all  four  carriers  provided  such  data  from  their  master  patient  history 
files.  Each  carrier  has  estimated  that  the  cost  of  a  1,  5,  or  10  percent  samples 
would  be  essentially  the  same.  The  difference  between  100  percent,  10  percent, 
5  percent  and  1  percent  samples  is  accounted  for  by  the  actual  cost  of  the 
additional  reels  of  tapes  as  sample  size  increases,  because  the  entire  file  must  be 
searched  in  order  to  extract  a  sample  even  when  the  file  is  in  the  physician 
sequence.  Computer  systems  developed  by  a  number  of  carriers  may  not  require 
that  the  file  be  put  into  physician  sequence  in  order  to  update  profiles. 


The  statements  and  data  contained  in  this  internal  working  paper  are 
solely  those  of  the  authors  and  do  not  express  any  official  opinion  of 
or  endorsement  by  the  Health  Care  Financing  Administration. 
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